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36.5% (3000/8218) lRYGB, 41.0% (852/2078) oRYGB, and 13.8% (79/234) SG. LOS were
5.4, 6.6, 7.6, and 6.4 days, respectively; and total costs were $24,973 (LAGB); $27,280
(lRYGB); $26,754 (oRYGB); and $26,948 (SG). CONCLUSIONS: LAGB had the lowest
all-cause hospitalization rate and costs during follow-up periods and within the
diabetic subgroup. Results, however, could be due to other factors like baseline
imbalances; further research will assess if trend remains after stratifying for dif-
ferences in underlying comorbidities.
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OBJECTIVES: Unavailability of surgical instruments contributes to delays to both
the start and during surgery resulting in awaste of operating theatre resources and
worse patient outcomes. We undertook a study to estimate the incidence of un-
available instruments and provide an estimate of the economic cost of unavailable
instruments to theQueensland public health system.METHODS:Wecollected data
on instrument unavailability and delays to the start and during surgery for all
surgeries performed in a large tertiary teaching hospital in a three month period.
We used this data in a probabilistic economic model to estimate the annual min-
utes lost to surgical delays in Queensland public hospitals due to unavailable in-
struments. The opportunity cost of this lost capacity was valued from the perspec-
tive of the healthcare provider as the number of elective surgeries that could be
performed in this time. RESULTS: We collected data on 1896 surgeries. A total of
235 (12.4%) reported unavailable instruments. This delayed the start of 7% surger-
ies for an average of 13 minutes, and prolonged 8% of surgeries by an average of 11
minutes. Based on this we would expect 18,722 surgeries per year in Queensland
public hospitals to experience unavailable instruments, and result in 1359 delayed
surgeries and 1515 prolonged surgeries annually. This represents lost operating
theatre capacity of 35,045 minutes (95%CI 34,532; 35,559); enough to undertake an
additional 590 (95% CI 580; 599) elective surgeries each year. CONCLUSIONS: We
found that unavailable surgical instruments contributed to delays in both the start
and during surgeries. Estimating the opportunity cost of these delays across the
health care system provides a clearer estimate of the system wide inefficiency
created by unavailable instruments. A full economic evaluation is now planned to
look at the cost-effectiveness of centralised investment in an electronic instrument
tracking system.
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OBJECTIVES: Elective surgical resection is the curative treatment for colorectal
cancer (CRC). Up to 30% of patients present as surgical emergencies. Our objective
was to determine the association between presenting with an emergency condi-
tion for CRC surgery and consequent outcomes in the Appalachian state of West
Virginia in comparison to the rest of the US from 2003-2007. METHODS: In the
Healthcare Cost Utilization Project, Nationwide Inpatient Sample, and the West
Virginia State Inpatient Databases, all patients diagnosed with CRC who under-
went a resection procedure were selected, and those with a diagnosis requiring
emergency surgery were identified. Multivariate linear and logistic regressions
were used to compare for differences in the outcomes including length of stay, total
charges, and in-hospital deaths. RESULTS:Of 3,338 resections inWest Virginia and
513,177 in the rest of US, inpatient deaths inWest Virginia were greater. Mean LOS,
although higher for West Virginia, decreased for both during the period. Mean
charges were higher for the United States than West Virginia. Those undergoing
emergency surgery spent 51.9% ( 0.418) more days in the hospital than those
who did not. For West Virginia, LOS was 7.6% (0.073) higher than the rest of the
United States. Hospital charges for those that underwent emergency resection
were 68.3% (0.521) higher than those who did not. The odds of in-hospital death
were 1.68 (95% CI 1.42-1.98) times greater inWest Virginia than the rest of United
States. Those that underwent emergency surgery had a nearly 4 times (OR 3.88; 95%
CI  2.74-4.03) greater chance of in-hospital death in WV than those who did not.
CONCLUSIONS: The study stresses the ongoing burden of emergency surgeries in
many states around the nation and the need to increase awareness about CRC
screening practices, especially in patients who are at increased risk of the disease.
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OBJECTIVES: The objective of this study was to determine the national hospital-
ization burden of spinal cord injuries (SCI) among adults in the United States (US).
Factors predicting hospitalization outcomes including length of stay (LOS), total
charges, andmortalitywere identified.METHODS:The 2009Health CareUtilization
Project Nationwide Inpatient Sample (HCUP – NIS) datawas used for the purpose of
the study. Hospitalizations with LOS greater than 365 days or total charges greater
than $1 million and pediatric hospitalizations were excluded from the study. Hos-
pitalization outcomes among individuals with SCI were compared to a control
group of individuals without SCI. Predictors of LOS and total charges for SCI hos-
pitalizations were determined using multiple linear regression. Predictors of inpa-
tient mortality were determined using logistic regression. RESULTS: In 2009, there
were a total of 11,848 (weighted) hospitalizations due to SCI in the US. Hospitaliza-
tions due to SCIs had 2.5 times higher LOS (12.37 [0.51] vs. 4.93[0.09], p0.0001)
and 4 times higher average charges (142,366 [7,430.51] vs. 35,011 [1,048.88], p
0.0001) as compared to those for the control group. The total cost of SCI related
hospitalizations was around $1.69 billion in 2009. Inpatient mortality was signifi-
cantly higher among individuals with SCI as compared to those without SCI (5.77%
vs. 2.27%, p0.0001). Male gender, large hospital size, urban location, greater num-
ber of diagnoses on the record, non-routine discharge, and location in the south
were significant predictors of total charges and LOS for SCI related hospitaliza-
tions. Older age, number of diagnoses on the record, and male gender signifi-
cantly predicted mortality in individuals with SCI. CONCLUSIONS: There is con-
siderable inpatient burden associatedwith SCI in theUnited States. Inpatient costs,
LOS, and mortality were higher among individuals with SCI as compared to those
without SCI.
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OBJECTIVES: Hip fractures are common in individuals aged 50 years and older
resulting in approximately 350,000 hospital admissions at a cost exceeding $5 bil-
lion annually. Though surgical treatments {primary hip arthroplasty including
hemiarthroplasty (HA) and total hip arthroplasty (THA)} are routinely recom-
mended compared to no surgery, there is limited real-world data on factors asso-
ciated with receiving these treatments for patients, providers, and payers. There-
fore, the study objectiveswere to determine patient-, clinical-, and hospital-related
factors for HA and THA. METHODS: This was a retrospective study of hospital
discharge records identified using ICD-9-CM diagnosis and procedure codes for
principal diagnosis of hip fracture utilizing primary hip arthroplasty from the 2009
Nationwide Inpatient Sample (NIS) dataset of Healthcare Cost and Utilization Proj-
ect (HCUP). Patient (age, gender, race, income, payer), clinical (comorbidities, se-
verity, fracture type), hospital (region, location, teaching status, bed size, owner-
ship) and outcome variables (receipt of THAorHA)were extracted andweighted for
the analyses. Significant factors from univariate logistic regression analyses were
included in multivariate logistic regression analyses to determine significant fac-
tors associated with receipt of primary hip arthroplasty. RESULTS: In 2009 NIS,
92,861, 9,863, and 15,489 discharges were identified for HA, THA, and no surgery,
respectively. Patient’s age ( 50 years), gender (female), race (white), income (
39,000), co-morbidities (anemia, hypertension), and intracapsular (versus extraca-
psular) fracture significantly increased the likelihood of receiving HA or THA com-
pared to receiving no surgery (p  0.001). Hospital bed size ( 249), ownership
(private), and location (urban) significantly increased the likelihood of receiving HA
or THA compared to receiving no surgery (p  0.001). CONCLUSIONS: Various
patient, clinical, and hospital factors are associatedwith surgical treatments of hip
fracture that warrant the attention of providers and payers. This necessitates fu-
ture research of the effect of patient preferences for HA, THA or no surgery on
outcomes.
SURGERY – Research On Methods
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OBJECTIVES: To fully leverage the value of administrative claims databases in
clinical research, better methods are needed to more optimally identify clinical
conditions and patient populations.METHODS:An unsupervised coding algorithm
was developed to evaluate bariatric surgery outcomes from 2005-2009 in the Mar-
ketScan® database. The prevalence of every recorded diagnosis code was calcu-
lated for a population of bariatric surgery patients in the year prior to surgery, on
the day of surgery, and in the year after surgery. The relevance of timing in coding
practices was evaluated, as was the utility of using ICD-9 diagnosis codes for obe-
sity and BMI to identify patients with obesity. RESULTS:While anticipated comor-
bidities and adverse events constituted the majority of the prevalent diagnosis
codes, the unsupervised approach allowed for identification of additional unantic-
ipated conditions, particularly those coded as “symptoms, signs, and ill-defined
conditions.” This category includes conditions such as breathing difficulties, pres-
ent in 21% of bariatric patients before surgery and abdominal pain, present in 14%
after surgery. The prevalence of several recorded diagnoses was substantially
higher on the day of surgery. ICD-9 codes for morbid obesity were recorded for
99.5% of patients within 3 months before surgery, but for fewer than 34% more
remotely from the surgical procedure (3 months before or after). Similarly, ICD-9
codes for BMI were recorded in 41% of patients 0-3months prior to surgery but less
than 2% beyond 3 months from surgery. CONCLUSIONS: Unsupervised coding al-
gorithms allow for the identification of unanticipated comorbidities, which can be
valuable in the evaluation of multisystem diseases such as obesity and related
metabolic disorders. The sharp increase in coding of known comorbidities and
clinical parameters (e.g., BMI) around the time of bariatric surgery underscores the
value of including information gathered fromperiods of acute care such as surgical
procedures or hospital admissions.
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